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Theapproach of cold weather heraldsthe*flu” season.
Influenzasurvelllanceisconducted in severd different
waysinNorth Carolina.

For anumber of years, the Centersfor Disease Control
and Prevention (CDC) haspublished informationinthe
Mor bidity and Mortality Weekly Report about deaths
from pneumoniaand influenzain 122 mgjor cities. Char-
lotteistheonly North Carolinacity inthissystem.

Also, each state public agency makesaweekly estimate
of theleve of influenzaactivity initsjurisdiction beginning
inthefall and extending into the spring. The categoriesof
activity usedinthissystemare“no activity,” “ sporadic,”
“regiond,” and“widespread.” Theseestimatesare
available onthe CDC website (www.cdc.gov).

In collaboration withthe CDC, North Carolinahasa
aurveillancesystemfor “influenza-likeillness’ (ILI) that
involvesabout 20 North Carolinamedical clinicsand
severd loca hedth departmentsacrossthe state. Each
practice reportsthe number of casesof ILI infour age
categories, dongwith thetotal number of patientsseen
each week, to the CDC either by phoneor internet
linkage. Thissystem operates each season, from Octo-
ber through early May. During the coming season,
periodicfeedback onthefindingsinthissysemwill be
providedtolocal heathdirectorsviae-mail.

Finaly, to supplement these systems, the State L abora-
tory of Public Health receives specimensfor influenza
virusisolation from college student hedlth servicesinthe
state, oneof themedicd clinicsparticipatinginthelLl
surveillancesystem, or other clinics. Thisisacritica
component of influenzasurveillance, asonly laboratory-
based surveillance can detect and identify new strains of
influenzaasthey appear inapopulation. =



New Immunization Legislation for
Long- Term Care Facilities

Prepared by Susan Morgan, Health Promotion

and Chronic Disease Section, and Lisa Abatemarco,
Assistant Head, Epidemiology Section Office

During the 2000 L egid ative Session, the General Assem-
bly passed and Governor Hunt signed SB1234—"“AnAct
to Requirethat Adult CareHomesand
Nursing Homes Ensurethat Residents
and EmployeesareImmunized Against
InfluenzaVirusand. . . Pneumococcal
Virus.” Thefull text of thebill canbe
foundat: http://www.ncga.state.nc.us/
html 1999/billgAllVers ong/Senate/
s1234vc.html.

Asdtated inthetitle, residentsAND employeesareto be
vaccinated. Thereare TWO effectivedates. Thepneu-
mococcal vaccine requirement took effect September 1,
2000 and theinfluenzavaccinerequirement iseffective
September 1, 2001.

Whilethe Fiscal Noteattached to thelegidation states
that all costsfor the patient vaccineswill bereimbursed
by Medicaid, Medicareor private insurance, thereisno
provisionfor thereimbursement of employeevaccines. It
has been suggested that facilities caninclude these costsin
their futurerate setting cal culations. However, therewill
probably berequeststo L ocal Health Departmentsto

assi st with thesevaccinations.

Whilethe CDC has cautioned that theremay bededaysin
thedistribution of thesevaccinesthisfall, they continueto
recommend that patientsand employeesin adult careand
innursing and long-termfacility care continuewithroutine
vaccination procedures. For additional informationfrom
CDC, gotothefollowing web address. www.cdc.gov/od/
oc/medialpressrel /r2k0622h.htm. H

Gonorrhea and Chlamydial Infection

in North Carolina’s Incarcerated Youth
Prepared by Kim Fox, Medical Epidemiologist,
HIV/STD Prevention and Care Branch

SinceNovember 1999, theHIV/STD Prevention and
CareBranch and the Department of Juvenile Justiceand
Delinquency Prevention have screened incarcerated boys
for sexudly transmitted diseasesusing newly available
urine-based tests. Thisproject wasinitiated becausegirls
admitted to thetraining schoolshad substantia levelsof
infection (9.9% with gonorrheaand 13.1% with chlamy-
diainarecent year) and theseinfections, especialy
chlamydia, are often asymptomaticin both malesand
femaes. Published studiesof STDsinincarcerated male
youth and smilar projectsin other stateshavefound
prevalences of gonorrheaaround 2% and preval ences of
chlamydiaranging from 7%to 10%. Theavailability of
urine-based testsallows screening for theseinfections
without thediscomfort of aurethral swab.

Our screening project providesgonorrheaand chlamydia
testing for boyswho are convicted of crimina offenses
and committed to one of fivetraining schoolsor the
boundover center in North Carolina. Project initiation
involved advanced training for the school nursesonthe
problem of STDsamong adol escentsand incarcerated
populations, and on thetreatment of STDsand counsel-
ing regarding partner notification and risk reduction.
Arrangementswere madewith the University of North
Carolinato perform all testing using urine-based ligase-
chainreaction (LCR) testsfor Neisseria gonorrhoeae
and Chlamydia trachomatis. Standing orderswere
prepared at each school and drugs provided by theHIV/
STD Prevention and Care Branch so that treatment could
be administered by school nursing personnel immediately
onreceiving apositivetest result.

Since November 1, 1999, 660 boys have been tested.
Chlamydial infection hasbeen foundin 46 (7.0%) of the
boys, with gonorrheain 12 (1.8%). Six of theseboys
wereinfected with both gonorrheaand chlamydia. Based
oninterim analysisof asubset of 337 boyswith complete
data, chlamydia prevalence washigher amongAfrican-
Americansthan whites (8.2% vs. 1.0%, P=.02) and
among older youths (ages 16-17: 10.6%, ages 14-15:
5.0%, ages 11-13: 0%; P=.04). Therewasatrend
toward higher prevaenceof chlamydia infectionamong
those using marijuana (5.8%vs. 2.5%, P=0.2), smokers



(6.2%vs. 3.8%, P=0.3), and those from single-parent
homes (6.8% vs. 2.2%, P=0.1). Therewasno correla-
tionwith acohol use, crimind history, substanceabuse
assessment, or urban residence.

“...96% of cases would have been
missed without the screening
provided by this project.”

L ogskept at each school document treatment, counseling,
and partner referral for each infected boy, provided
mostly on theday that resultswerereceived. Of theboys
identified with gonorrheaor chlamydid infectionto date,
only two (onewith gonorrheaand onewith chlamydia)
had symptoms suggestive of urethritis. Sincetestingwas
previoudly available only for symptomatic boys, 50 of the
52 infected boys (96%) would have been missed without
the screening provided by thisproject. Potential avenues
for continuing STD screening inthispopulation arebeing
explored.m

Indoor Combustion and Human Health
Prepared by William Service, Industrial Hygiene
Consultant, Occupational and Environmental
Epidemiology Branch

Eventhemost efficient, clean-burning combustion appli-
anceslike unvented gaslogsand gas cooking rangesand
stovesgenerateair contaminantsthat can have adel eteri-
ousimpact ontheindoor environment and human hedth.
Thisisareview of the sourcesand nature of indoor
combustion products and theimpact on human hedth that
canresult from exposure.

When carbon-based fuds(e.g., wood, cod, petroleum
products, paraffin) areburned with compl eteefficiency, four
productsresult: heet, carbon dioxide, nitrogen oxides, and
water vgpor. Whilesomeagpplianceslikegaslogsand gas
rangesburnfud very efficiently, therewill dwaysbeother
combustion productsbecauseof inefficiency or fudl content.
When combustionisincomplete, gaseslikecarbon monoxide
and sulfur oxidesmay begenerated.

Evenwith completdly efficient combustion, contaminants
aregenerated that can affect the health of building occu-
pants. Nitrogen oxides can cause upper respiratory
irritation and temporary pulmonary function deficits. A
number of epidemiologicinvestigationshaveidentified
higher incidence of respiratory symptomsandillness,

including asthmaexacerbations, among childrenthat lived
inhomeswith unvented gas appliances*. Water vapor
from combustionisnot toxic, but theresultingincreasein
humidity indoors can create favorablegrowth conditions
for biological indoor air contaminant sourceslikehouse
dust mitesand mold. Inhalation of aerosolsfromthese
organismscan causeillness, including dlergicrhinitisand
atopic asthmaexacerbation.

Indoor exposureto products of inefficient or incomplete
combustion can causeillnessor symptomsthat can range
from mucousmembraneirritationto life-threatening
chemical asphyxia. Eachyear, carbon monoxide (CO)
exposureaccountsfor gpproximately 200 unintentional
poisoning fatalitiesand many more non-fatal poisoningsin
theUS®. Indoor CO poisoning usualy resultsfromthe
operation of malfunctioning unvented space heatersor
unintended spillage of combustion productsfrom appli-
ances, furnaces, and fireplacesthat are vented to the
outdoors. Smokefrom combustiontypically actsasa
mucous membraneirritant. Itisalsolikely that carcino-
genic hydrocarbons (e.g., benzene) are adsorbed onthe
smoke particles. Sulfur oxidesare generated whenfuels
that contain sulfur (coa, kerosene) areburned. Sulfur
oxidesirritate mucousmembranewheninhaled.

Someindoor sources of combustion products (kerosene
and gas space heaters) are designed to vent directly to the
indoor environment. Other sources may contaminate
indoor air when astack or chimney back-drafts. Modern
unvented LP or natural gaslogsand natural gasranges
and stovesburnfuel moreefficiently and arelesslikely to
generate S gnificant amountsof carbon monoxide because
of improved design. However, these gpplianceswill
awaysgenerate nitrogen oxides and water vapor whenin
operation. Kerosene heatersand unvented gas space
heaters may be used asaprimary heat sourcein homes.

i ..the safest recommendation is that
all combustion appliances should be
vented to the outdoors.”

These heaters generate enough water vapor to cause
condensation and mold growth on theindoor surface of
poorly insulated exterior walls. Thesecircumstancesare
most likely to occur inlow-incomehousing. Fireplaces,
hot water heaters, and combustion furnacesthat are
supposed to be vented to the outdoors can back-draft,
spilling combustion productsindoors. Theseeventscan
resultinlifethreatening CO exposure. Additionally,



environmental tobacco smokeisanirritant, an asthma
trigger, and aknown human carcinogen.

Withany indoor source of combustion, variablesliketime
of use, fuel type, room size, air changerate, and indoor
moi sture conditionswill determine contaminant exposure.
Becauseitisnot possibleto standardize thesevariables,
the safest recommendationisthat all combustion appli-
ances should be vented to the outdoors.

Activitiesthat generate combustion products, such as
tobacco smoking, should not be doneindoorsunless
thereisadequate exhaust ventilation.
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Hepatitis C - Fact or Fiction?

Prepared by Joyce Reddington Wagner, | nfectious
Disease Epidemiologist, General Communicable
Disease Control Branch

The numbers of reported casesof acute hepatitisCin
North Carolinaare not impressive; they do not paint a
picture of widespread disease, and yet weknow large
numbersof casesof positiveanti-HCV test resultsare

reviewed each week, and most represent chronic disease.

The Centersfor Disease Control and Prevention (CDC)
case definition acknowledges only documented acute
cases of hepatitis C. Tablesbased on thisdefinition, such
asthe one below, are miseading asthey suggest that
North Carolinaresidentsdo not have ahighincidence of
thisdisease. Themost current reporting information (9/9/
00) showsonly 13 acute casesreported thisyear com-
pared to 29 cases at the sametimelast year, but these
numbersdo not truly demonstrate the prevalence of
hepatitisCinour state.

NC Reported Cases 1991-99
and Incidence Rate (per 100,000 persons)
Year # Cases Incidence
1991 114 1.69
1992 91 1.34
1993 80 1.16
1994 59 0.85
1995 64 0.89
1996 46 0.63
1997 51 0.69
1998 26 0.34
1999 34 0.44

Not al personswho are exposed to hepatitis C will

devel op chronic disease, and somewho dowill become
stable. Somemay even discover their diseasewhenthey
donate blood or have aroutine checkup, never anticipat-
ing that hepatitisC will beafinding. Otherswill goonto
develop cirrhosisand more progressive disease, possibly
leading to the need for aliver transplant.

“There is no serologic marker for
acute hepatitis C as there is for both
hepatitis A and B...”

Thereisno serologic marker for acute hepatitis C asthere
isfor both hepatitisA and B, soitisoftendifficult to
distinguish new casesfrom exacerbationsof old disease
by symptomsaone. Most individualswhotest positive
for thisdiseaseare chronicaly infected. They areseeking
medical attention becausethey are beginning to experi-
ence symptomsof thedisease such asfatigue, abdominal
pain, and malai se (jaundiceisuncommon). Upon testing,
their liver enzymesarefound to be serioudy elevated.
Thetwo most important aspectsof carefor these persons
are counseling about their diseaseand referral toan
appropriatespeciaist. Not al personswith thisdisease
will qualify for trestment; many factorsareinvolved. This
iswhy medical evaluationissoimportant.

Hepatitis C isknown to betransmitted primarily through
blood transfusions (prior to 1992) and intravenousdrug
use. Other risksof transmissonincludeaccidental
needlestick injuries, organ transpl antation and hemodialy-
sis. Monogamous sexual transmission and perinatal
transmission arequitelow; pregnancy should not be
discouraged, nor should breastfeeding.

Detecting casesisdonethrough testing. However, many
local and state health departmentsdo not havefunds
availableto providesuchtesting. Thisbecomesmore
burdensomewhen therearenationa dertsto educate



personsabout the possibleneed for testing. Establishinga
registry for chronic hepatitis C casesaswehavewith
chronic hepatitisB carrierswould facilitate survelllancefor
thisdisease. Suchasystem at thestateleve will enhance
national reporting of thedisease and produceamore
accurate pictureof chronic casesof hepatitisCintheU.S.
andinNorth Carolina Enhanced reporting may resultin
increased | egid ative support for funding needs associ ated
withthisdisease. Thisgod wasrecently endorsed by a
draft proposal fromthe Council of Stateand Territoria
Epidemiologists(CSTE). Thisproposd includesan expla-
nation of theneed for achangeinthecurrent hepatitisC
casedefinition. Thechangeiswithinthelaboratory criteria
of elevated serum aminotransferaselevelswhichwould
changefrom>2.5timestheupper limitsof normd to>7
timestheupper limitsof normd. Thisshould further differ-
entiatean acute casefrom achronic case.

Theultimategod in managing hepatitisCistwo-fold:
prevention of new casesand prevention of complications
with, or advancement of, chronic disease. Establishinga
tracking systemfor thisdiseasewill assist stateand local
hedlth departmentsin determining the effectiveness of
hepatitis C prevention and control programs. m

Public Health Responding to
Bioterrorism

Prepared by Dr. Lou Turner, Director, Sate
Laboratory of Public Health

Bioterrorism can be defined asan act of terrorism that
usesor threatensthe use of abiologic agent. Since many
actsof bioterrorismare covert, they present different
chalengesand requireemergency planning that involves
the public health infrastructure. Becausetheinitial detec-
tion of acovert biological attack will probably occur at
thelocal level, disease survelllance systemsat stateand
local health agenciesmust be capabl e of detecting unusua
patternsof diseaseor clustersof rare, unusua or unex-
plainedillnesses. To respond to potential threats of
bioterrorism, theN.C. Divison of Public Healthisdevel-
oping aresponse and preparednessplan, aswell as
enhancing surveillance, detection and dert capabilities
through grant funding from the Centersfor Disease
Control and Prevention.

Aspart of ongoing effortstoimprovethe state’ sresponse
to abioterrorist attack, the N.C. Department of Health
and Human Servicesisconducting aone-day panel

discussion and functiond exercise. Inviteeswill include
top state officia sand key representativesfrom agencies
that will play acritical roleinresponseto abioterrorist
attack. Thisevent isplanned for November 16, 2000
and will beheldinthe College of TextilesontheNCSU
Centennial Campus. m

Bats in Buildings

Prepared by Ron Howell, Industrial Hygiene
Consultant, and Lee Hunter, Public Health
\eterinarian, Occupational and Environmental
Epidemiology Branch

Thisyear the Stanly County (N.C.) school system
recelved complaintsabout the presence of
batsand bat guanoinaschool.

The school wasinspected by

anindudtrid hygienist fromthe ‘ ‘

Occupationa and Environ-

mental Epidemiology Branchand aprivate“animal
damage control” contractor. Theinspection reveaed
thousandsof batsin cellingsand wallsof buildings,
hundreds of poundsof guano and “ guano spillage’” down
somewalls.

Remediation, including exclusion of thebats, removal of
hundreds of pounds of guano and cleaning using disinfec-

tantswhilewearing the proper persona protective
equipment (PPE), wasbilled in excess of $90,000.

Therewas concern withinthe community about the health
risksto children posed by bats. The concernsincluded
rabies, fungal -related diseases such ashistoplasmosis, and
parasites associated with batsaswell asthephysical
damage doneto thebuildings.

Transmission of rabiesisusualy throughthebiteof an
anima that issheddingthevirusinitssdiva Therefore,
merely beinginthevicinity of abat or touching abat, even
arabid one, isnot usualy indication that post-exposure
rabiesprophylaxisisneeded. Any bite by abat should be
considered asarisk for rabiestransmission.

Thetwo primary fungi that havebeenidentified in bat
droppingshavebeen Histoplasma capsulatum (causing
histoplasmosis) and Cr yptococcusneofor mans(causing
cryptococcoss). Unlikehistoplasmosis, outbresks of



cryptococcosistraced to
M M. Specificenvironmenta sources,
e Y 4 such asbat guano, reportedly
havenot been clearly described
™ intheliterature.

Histoplasmosissymptomsvary grestly; thevast mgori-
tiesof infected people are asymptomatic or experience
only mildflu-likesymptoms. Respiratory symptoms,
fever, chest pains, chills, shortnessof breath, joint and
muscle pain, and malai se characterizethe acuteform of
histoplasmosis. When symptomsoccur, they usudly
beginwithin3to 17 daysafter exposure. Chroniclung
disease associ ated with histoplasmosi sresembl estuber-
culosisand can worsen over monthsor years. Themost
severe, but rare, form of thisdiseaseisdisseminated
histoplasmosis, which involves spreading of thefungusto
other organsoutsidethelungs. Thisformisfatal unless
treated.

Thedose or specific number of inhaled sporesneeded to
causethediseaseisunknown, but aperson’sageand
susceptibility areassociated risksin devel oping symptom-
aticformsof thisillness. Infants, young children, older
persons, and personswith chroniclung disease are at
increased risk for devel oping histoplasmosis. Persons
with weakened immune systemsareat greatest risk for
developing asevereor disseminated form of thisdisease.
(Histoplasmosis, Protecting Workers At Risk, http://
www.cdc.gov/niosh/tc97146.html)

Bat roostsmay aso harbor parasitesthat may invade
occupied areasof thebuilding, particularly after excluson
effortshavetaken place. Although most parasitesassoci-
ated with batswill die after the batsare excluded, some
may livefor several weeks, andthey can biteandirritate
building occupants. Pest control ingpection and control
plans should beincorporated into theexclusion/
remediation planfor thebuilding.

I nspection for bats should be done by apersontrainedin
animal damage control and with experiencein bat exclu-
sion. Exclusion allowsthe batsto leave and not beable
to return. No bats should be handled without proper
equipment to prevent bites.

Structural renovation must be accomplished to prevent
recol onization through known entry/exit points. Thismay
includerepairing and/or replacing eaves, soffits, fascias,
and other exterior componentsof thebuilding. Theuseof
sealants, caulksand foam products may be needed to
sedl eventhesmallest openings (Ysinch).

Remediation should bedonein situationswherethereisa
risk of disturbing guano and spreading disease-causing
organismsby airbornetransmission (i.e., whenguanois
deposited in areasthat could be affected by thebuilding's
ar handling system). Remediation should be doneby
personnel who have been instructed inthe correct tech-
niquesandinusing PPE (seehttp://www.cdc.gov/niosh/
tc97146.html). If you haveany questions, pleasefed
freeto contact Dr. Lee Hunter or Ron Howell at (919)
733-3410. m

Talking to Your School Administrators
About the 2001 Youth Risk Behavior

Survey

Prepared by Michael Sanderson, Senior Advisor,
Healthy Schools, and Judy Owen O’ Dowd, Special
Projectsand Policy Coordinator, HIV/STD
Prevention and Care Branch

« Your helpisneeded! Will you call a school
administrator?

« TheYouth Risk Behavior Survey (YRBS)isa
nationally developed survey by the Centersfor Disease
Control and Prevention that assessesrisk behaviorsin
gradessix throughtwelve. Thesurvey looksat health
and safety behaviorsthat may put youthinyour com-
munity at risk, including school violence, tobacco use,
acohol and other drug use, nutrition, physica activity,
vehiclesafety, health services, andin high school
students, behaviorsthat resultin HIV/STD infection,
and unintended pregnancies. TheY RBSiscurrently
theonly instrument in North Carolinainformingus
about the hedlth risks of middle and high school stu-
dents.

+ TheYRBSisscheduled tobeadministered in
February 2001 in approximately 160 randomly
sampled middle and high schools. TheY RBShasbeen
administered every two yearsin North Carolinasince
1993. Unfortunately, the YRBSwas not adminis-
tered in North Carolinain 1999. Consequently, health
and school officialsdo not havethe 1999 datato
compare and assesshow well (or evenif) on-going
programsareworking. Thereareno 1999 datato
compare North Carolinayouth with theyouth in other
statesand the nation. North Carolinaneedsthe
2001 datafromtheYRBS.



« TheDivison of Public Health and the Department of
Public Instruction need you to advocatefor theimple-
mentation of the2001YRBS. School superintendents
and/or principalsmay not understand thesurvey’s
importanceand may el ect not to participate; participa
tionisnot required. You cantalk with your county’s
school superintendent to let him/her know how valuable
the dataisto public health programsand to many
school programs. You can urge the superintendent to
encourage school principa sto havether schools
participateinthesurvey. Thissurvey’sdatacan
makeadiffer encein helping our youth to adopt
hedlthy behaviorsand lifestyles.

Facts about the Youth Risk Behavior
Survey (YRBS):

I ¢ Thesurvey isadministered confi-
dentially; students, schoolsand
school systems can not be
identified.

¢ Thesurveyisonly administered
during odd calendar years.

¢ Thesurveyisadministeredin oneclassperiodina
few classesat each of the approximately 160 ran-
domly selected middleand high schools.

¢ Theonly cost to school systemsistime; the paper
work and administration will be handled by other
organizations.

¢ Thesurveyisanaturd fitwiththestate SABC plan
because healthy children learn better.

¢ Continuation of school and hedthfunding may
depend on survey data-for example, Safeand
Drug Free Schoolsand Healthy Schoolsfunds.

¢ TheYouth Risk Behavior Survey istheonly compre-
hensive survey that measuresyouth risk behaviors,
and it can be used as an assessment tool.

¢ Youth behaviorsinfluencethethreeleading causes of
death in adulthood, which are heart disease, cancer,
and stroke. If wecaninterveneinrisk behaviors
during youth, we can produce healthier, more produc-
tiveadults.

For moreinformation about the2001 Y RBS, contact
Sherry Lehman at the Department of Public
Instruction, (919) 715-1748. m

State Receives Grants to Study Long-
Term Health Effects of 1999 Floods
Prepared by Bill Pate, Industrial Hygiene
Consultant, Occupational and Environmental
Epidemiology Branch

The Robert Wood Johnson Foundation and the
Burroughs-Wellcome Fund have awarded grantsto the
Divison of Public Hedlth, Epidemiol ogy and Communi-
cable Disease Section, Occupational and Environmenta
Epidemiology Branch, toinvestigatethe prevalence of
potentialy harmful bacteriain countiesflooded by Hurri-
caneFoydlast year. Thestudy will attempt to determine
thelong-termimpact of theflooding on public health. The
information will be used to devel op programsand policies
to protect peopl € shealth, both now and in thefuture.
Theone-year project will beacooperativeeffort withthe
University of North Carolina Schoolsof Medicineand
Public Health and the University of Maryland School of
Medicine. m

Student Project on Antibiotic

Resistance Underway
Prepared by Dr. J. Newton MacCormack, Head,
General Communicable Disease Control Branch

Until relatively recently, thetraditiona practiceof Public
Hedth hasnot been actively involved intheincreasingly
important issue of antibiotic resstance. Except asit has
impacted thoseareasof clinical practice overlapping
Public Hedlth, liketreatment of sexually transmitted
diseases and chemoprophylaxisof meningococcd dis-
ease, theemergence of problemslikemethicillin-res stant
Saphylococcusaureus (MRSA), vancomycin-resistant
enterococci (VRE), and penicillin-res stant pneumococci
havelargely been|eft to the private and academic health
care sectors. However, the problem isworsening rather
thanimproving and has, accordingly, becomedifficult to
ignore asan issueaffecting the public healthinitsbroadest
sense.

Aspart of her coursework at the University of North
CarolinaSchool of Public Healththisfall, agraduate
student has el ected to review the knotty problem of
antimicrobia resistance and recommend action stepsthat
can betaken by the Public Health community to help
solvethisproblem. m



Rapid Ethnographic Community
Assessment Process (RECAP)

Prepared by Beverly Cummings W son, Public
Health Prevention Specialist, and Judy Owen

O’ Dowd, Public Health Policy and Special Projects
Coordinator, HIV/STD Prevention and Care Branch

Oneof our key syphilis
Ve MNANENR N Giningionactivitiesisto

= conduct Rapid Ethno-
h \ v' ] graphicCommunity
e S Assessments

(RECAPS). Seven countieswith high syphilismorbidity
have completed RECAPs. Theobjectivesof the county
RECAPswereto:

¢ ldentify behaviora factorsthat put personsat risk for
syphilis

¢ Assessknowledge, attitudesand beliefspertaining to
syphilis(e.g., self-perception of risk and disease
sgng'symptoms); and

¢ Ascertainthelevel of knowledgeof, and satisfaction
with, county health department STD services.

InWake County, anational demongtration sitefor syphilis
elimination, additional objectiveswereto:

¢ |dentify health care seeking behaviorsand provider
accesspointsfor personsat risk for syphilis; and

¢ Assesscommunity and provider impressionsof
syphilisdimination.

Asof June 30, 2000, atotal of 80 serviceprovidersand
216 community membershad beeninterviewed. The
seven assessments haveyielded aprofileof local popula
tionsat highrisk for syphilis, loca factorscontributing to
gyphilistransmission, andlocal barriersto and facilitators
of syphilisdiagnosis, treatment and prevention. Inaddi-
tion, assessment datahaveidentified community values,
beliefsand attitudesthat influencerisk-reduction practices
and STD prevention activities.

RECA Pfindingsfromthroughout the stateincludethe

following:

¢ Seavicesprovidersweregeneradly knowledgeable
about syphilisand many saiditisasignificant hedth
problemintheir counties. Serviceprovidersalmost
alwaysexpressed aninterest in receiving more
informationonsyphilis.

¢ Most community membersappeared to beunfamiliar
with syphilis, but were ableto guessthat syphilisisan
STD. Community membersoften were confused
about syphilissymptomsand transmission routes.

¢ Sarviceproviderssaidthat high-risk circumstances
for syphilisaretypicaly poverty, drug addictionand
homel essness.

¢ Providerssaid most of theclientsthey seearehigh
risk, but do not view themselves as such because of
lack of syphilisawareness.

¢ Community membersdid not consider themsdlvesat
risk for syphilisbecausethey practice monogamy and
use condoms.

¢ Serviceproviderssaid that when community mem-
bers suspect that they havean STD they either deny
thepossibility of infection, self-treat or consult sex
partnersand friends. Asalast resort, community
members seek professional medical assistance.

¢ Community memberssaid that they would seek
medical carefor suspected syphilisinfectionsif they
noticed burning, itching, body odor, painful urination,
genitd painor discharge.

¢ Almos dl of theinterviewed community members
said that they would seek treatment at the health
department or from aprivate physician.

¢ Very few community memberswereabletoidentify
STD servicesavailableat the county health depart-
ments.

¢ Themagority of personswho havereceived services
inahealth department’sSTD clinic werepleased with
thequality of care.

These dataare being used by the community task forces
to guide and enhance program planning, implementation
and evauation. For moreinformation contact Judy
Owen-O’'Dowd at (919) 733-9553. m



Canine Leishmaniasis Outbreak in
the United States

Prepared by Sephanie Kordick, Public Health
\eterinarian, Occupational and Environmental
Epidemiology Branch

Leishmaniasisisajprotozoan disease of peopleand
animals caused by one of anumber of specieswithinthe
genusLeishmania. Historically, leishmaniasishasbeen
foundinthe United Statesasaresult of importation of
infected dogsor people. Itisazoonotic diseasewith
both caninesand humansas potential reservoirs, depend-
ingonthecycleof transmisson. Transmissonusualy
occursthrough thebite of aninfected sand fly; however,
direct contact with open woundsand needle-sharing are
also potential routes of exposure.

Leishmaniasiscan appear in several forms, depending on
theimmune status of the patient and the species of
parasite. Signsof diseasein humanscan rangefrom
smplecutaneous manifestations (skin ulcers, usualy on
theface, amsand legs; lesions on the mucocutaneous
junctions) to the severeviscera form of thedisease (fever,
weight loss, hepatitis, splenomegaly, anemia). The
diseaseindogsissimilar to that seenin humans, and as
with humans, can beinapparent. Theincubation periodis
usualy afew months, but it can rangefrom daystoyears.

“...early diagnosis and treatment is
important in reducing morbidity and
mortality...”

Earlier thisyear, leishmaniasiswasdiagnosedin akennel
of foxhounds (none of which had ahistory of foreign
travel) in New York State. Molecular testing of dogswas
conducted at the North CarolinaState University College
of Veterinary Medicine (NCSU-CVM). Thesedogs
exhibited sgnssimilar to those seenin human cases
(wasting, edema, skinlesions, and bleeding disorders).
Subsequently, anumber of foxhound kennelsin other
stateswerefound to have evidence of leishmaniasis,
including four kennelsin North Carolina. Thespecieshas
not yet been identified; however, L. donovoni infantum,
which can causethe more severeviscera form of the
diseasein humans, issuspected.

Sofar, thediseasein canineshasonly beenfoundin
hound-typedogs, primarily foxhounds (al though no other

group of dogs hasbeen systematically tested theway
foxhoundshave). Theappearanceof limited distribution
of diseasein the dog population hasled the Centersfor
Disease Control and Prevention (CDC) to specul ate that
diseasetransmission may beoccurring through direct
contact rather than asand fly vector inthe United States.
However, evaluation of potential vectors (primarily sand
flies) and additional reservoirs(rodents) isunder way in
North Carolinaand other states.

Serologic evauation of dog handlersinthe New York
kennel has been conducted and has not revealed any
evidencethat the organismisbeing transmitted to humans.
Further eval uation of human contacts, includingthosein
North Caroling, iscurrently under way.

Treatment of humansisgeneraly successful oncethe
disease has been diagnosed. However, early diagnosis
and treatment isimportant in reducing morbidity and
mortality, especidly with theviscerd form of leishmania-
sis. Although no human cases of diseaseshavebeenfound
to be associated with theindigenous canine cases, physi-
ciansshould be made aware of the possibility of acquiring
thisdiseasewithintheU.S.

Treatment of dogsisgenerally not successful. Therefore,
eventreated dogswith no signsof disease are potential
reservoirsfor humanleishmaniasisinfection.

Theinvestigation inthe United States hasbeen acollabo-
rative effort between loca and state health departmentsin
the affected states, CDC, the Walter Reed Army Ingtitute
of Research, and NCSU-CVM. The Mastersof Fox-
houndsA ssociation of Americahasa so beeninstrumental
ininitiating testing effortswithinitsaffiliated kennels, and
halting movement of potentialy infected animalsuntil their
disease status has been moreclearly elucidated.

Additionad information on leishmaniasiscan befound at
thefollowing websiteaddresses:

http://umm.drkoop.com/conditions/ency/article/
01386.htm

http://Aww.medscape.com/SCP/I1M/1999/v16.n09/
m1609.08.god/m1609.08.god-01.html

http://emedicine.com/cgi-bin/foxweb.exe/
showsection@d:/em/abook=emerg& topicid=2961



Reported Communicable Diseases, North Carolina,
January-September 2000 (by date of report)*

Prepared by: Jean Marie Maillard, Public Health Physician, General Communicable Disease Control Branch
Disease Year-to-Date (Third Quarter) 3¢ Quarter 2000 Comments / Notes
2000 1999 | Mean (95-99)
Brucellosis 1 0 1 0
Campylobacter 404 423 432 176
Chlamydia, laboratory report 16,860 16,378 13,780 5,668
Cryptosporidiosis 21 15 - 10 Notel & 2
Dengue 2 0 0 1
E. coli O157:H7 70 54 44 53 Note 3
Ehrlichiosis, Granulocytic 2 0 - 2 Note1l & 2
Ehrlichiosis, Monocytic 6 10 - 1 Note1l & 2
Encephdlitis, Californiagroup 6 - 5 Note1l & 4
Foodborne, other 7 31 4
Foodborne, staphylococcal 2 52 18 1
Gonorrhea 13,767 14,446 14,616 4,917
Hemophilusinfluenzae 20 28 23 5
Hepatitis A 116 125 113 26
Hepatitis B, acute 182 185 209 45
Hepatitis B, chronic 458 567 404 137
Hepatitis C, acute 13 32 - 0 Notel & 4
HUS-TTP 1 7 — 1 Note1 & 2
HIV/AIDS 876 957 1,383 277 Note 5
Legiondllosis 13 13 14 5
Leptospirosis 1 1 0 0
Lymedisease 41 63 48 32
Maaria 27 24 19 16
Meningococcal disease 32 35 57 3
Meningitis, pneumococcal 42 39 43 12
Mumps 6 8 12 2
Rabies, animal 442 341 491 155
Rocky Mountain Spotted Fever 57 116 99 37
Rubella 68 34 36 41
Sadmonellosis 829 927 908 473
Shigellosis 167 163 380 102
Strepto. A, invasive 68 32 - 10 Note 2
Syphilis, total 1,116 1,168 1,385 369 Note 6
Toxic Shock Syndrome 5 0 2 5
Tuberculosis 266 330 317 55
Tularemia 2 1 1 0
Thyphoid Fever
Vibriovulnificus 2 4 —
Vibrio, other 7 6 — 5 Note 2
Vanco. Resistant Enterococci 322 207 - 128 Note 2
Whooping cough 7 86 92 28

Preliminary data, as of 10/1/2000. Quarters are defined as 13-week periods.

Notes: 1. Not reportablein this entire time period; 2. Became reportable 8/1/98; 3. Became reportable 10/1/94; 4. Became reportable as such
8/1/98; previously within other category (“ Encephalitis’; and “Hepatitis, non A-non B”); 5. Earliest report with HIV infection or AIDS diagnosis;
6. Primary, secondary and early latent syphilis; 7. Became reportable 7/1/97.
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Rabies Information for Healthcare
Providers

Prepared by Dr. Lee Hunter, Public Health
\eterinarian, Occupational and Environmental
Epidemiology Branch

Aneducational CD titled RabiesInfor mation for the

M edical Professional isnow availablefromthe Veteri-
nary Public Health Program. Thisprogram wascustom
written by theMedical College of South Carolinato
encompass situationsexperienced by medical profession-

asinNorth Carolina
Q\q“
: il

Theprogram contains.
¢ Badsicinformationabout rabies P
including signsof disease, theroutes H

of transmission, and relativerisksof
different typesof exposure

¢ Basicdatigticsabout casesof rabiesinanimasin
N.C. during the past decade, including graphics

¢ Thediseaseinhumansand animals
» Theclinica phasesof rabiesin people
» Casestudiesof humanrabiescases

¢ Information about issuesto consider following thebite
of aperson by:
* Dogg/catsferrets
*  Wildanimds, including raccoons/foxes/skunks

and bats

¢ What congtitutesan exposure

¢ Information about quarantine periodsfor animal sthat
havebitten aperson

¢ Information about thelaboratory diagnosisof rabies,
whereitisdone, how to submit specimensand how
resultsaretransmitted

¢ Treatment materials, regimensand schedules

¢ Anéectronic copy of Management of Animal
Biteshy theN.C. Department of Health and Human
Services

¢ Anélectronic copy of Human RabiesPrevention -
United States, 1999: Recommendationsof the
Advisory Committeeon mmunizationsPractices
publishedinthe Morbidity and Mortality VWeekly
Report by the Centersfor Disease Control and
Prevention

¢ Telephonenumbersfor local health departments

¢ Teephonenumbersfor consultation with the
stateveterinary public health office 24 hour sper
day.

The CD iswritten for PCsand requiresWindows 95. It
isavallablefreeof charge. Becausethe programmay be
installed on multiple computersand/or duplicatedin
accordancewithin therestrictionsof itscopyright, we ask
that only one copy be ordered per practice, please.

You may request acopy by fax (919-733-9555); please
includethe name of the person requesting the CD, the
name of the practice, and acomplete mailing addresswith
ZIPcode. Youmay also send arequest to usat:

Educational CD Request

Veterinary PublicHedlth

1912 Mail Service Center

Raleigh NC 27699-1912

Youmay aso call (919) 733-3410 and ask the reception-
ist totake an order for the RabiesEducational CD. m

Contact Information
Prepared by Jessica Collins, Office Assistant,
Epidemiol ogy Section Office

A.DennisMcBride, MD, MPH, State Hedlth
Director (919) 733-4392

J. Steven Cline, DDS, MPH, Section Chief,
Epidemiol ogy and Communicable Disease Section
(919) 715-6733

LisaAbatemarco, Deputy Section Chief
(919) 715-6734

John Newt MacCormack, MD, MPH,
Branch Head, General Communicable Disease
Control (919) 715-7394

William Tynan, MD, MPH, Branch Head,
Occupationd and Environmenta Epidemiology
(919) 715-6425

Evelyn Foust, Branch Head, HIV/STD
Prevention and Care (919) 733-9490

JessicaCallins, Section Office, Epi Notes Contact
(919) 715-6736 =
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